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Dr Malakh Lal Shrestha (Hannover, Germany). I want to
congratulate you on your excellent presentation. Since Hans Borst
did the first elephant trunk in 1982 in Hannover, the indications
have obviously been expanded.
In 1989, our co-chair of this session, Professor Sch€afers,
performed the first elephant trunk implantation in acute aortic
dissection. Since 2001, we have been doing the same as what
you have been doing here, initially as a bailout procedure in the
DeBakey type I dissection with intimal tears in the distal arch or
proximal descending aorta. However, with more experience, we
have also expanded our indications to clinically stable young
patients with DeBakey type I dissections even without intimal
tears or reentry in the distal arch or descending aorta.
As a high-volume center, what we have learned is that patients
with acute and chronic aortic dissection are 2 totally different
subsets of patients in terms of clinical presentation and mortality.
The greatest danger to the patient with acute aortic dissection is
during the first few hours immediately after the dissection, with
most patients dying without surgical intervention.
In Germany, owing to the small geographic size compared with
the United States and also to excellent emergency services, we
receive patients within the first hour, sometimes 2 hours. Even
then, when we operate, the mortality is still high. Also, we saw
in the Aortic Symposium in New York that the German database
shows that in >3000 patients, a difference in mortality exists
whether you do an ascending aortic replacement or the FET; that
is, a 10% difference, and it was 24% with FETs.
So, I would like to ask you a couple of questions. First, what is
the duration in your case series from the occurrence of dissectionery c September 2014
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Dto surgery? Also, what was the percentage of patients coming
within the first few hours?
The second question is, does your series include all comers, or
was there some sort of preselection? Because if the patients come
later on, whether you operate on them later or the patients are
arriving later, it might be in terms of classification acute, but if
they come after 4 days, that is a large difference from patients
coming in the first day. Thank you.
DrMa. Thank you for your comments and questions. You have
made inquiries on an important issue of our study. I am not sure if
I understood your second question correctly, but I have an answer
to your first question.
Please take a look at this table (in slide 6). The first line is
the time from the onset of symptoms to the diagnosis. It was
3.2 3.1 days on average in the acute group. In the chronic group,
the mean time was almost 190 days.
The second line is the duration from diagnosis to surgery. It
averaged 2 days, and the median timewas 1 day in the acute group.
So, most acute patients would have had to wait for 1 day before
surgery.
The third line is the time from symptom onset to surgery, which
was 5.0  3.8 days in the acute group, with a median time of 4
days.
Dr Shrestha. So that means that on the basis of classification,
you can still say it is acute. But there has been some sort of
‘‘natural selection.’’ So that means, I think at least for the title or
the conclusion, you need to qualify the statement saying that no
difference exists between acute and chronic, because it is
obviously not the same subset of patients that we see in the
Western world.
Dr Ma. Yes. Because about 80% of our patients were referrals,
they were transferred from hundreds of miles away or even more
remote areas. Therefore, many patients expired on the way to
our hospital, in the emergency room, or even while awaiting
surgery in the operating room. That is a result of natural selection.
Dr Shrestha. So that means that you would agree with me that
in conclusion one cannot say that no difference exists between
patients with acute and chronic type A dissection in terms of
mortality, right? Because from the onset to surgery was 5 days
or 5.5 on average; thus, it was not all comers. So perhaps if you
are operating on patients on the first day, that is different than
operating on these type of patients?
Dr Ma. Yes. If the patient could be operated on immediately
after their arrival at the hospital, the operative mortality might
increase.
Dr Shrestha. Thank you.
Dr D. Craig Miller (Stanford, Calif). This was, again, another
wonderful presentation by DrMa of Dr Sun’s vast experience. As I
asked Dr Sun a few days ago in New York at the Thoracic Aortic
Summit, I continue to be totally flummoxed by why the average
age here is 46, and even younger, for those with acute type A
dissection. He answered that this was because of the many patients
with severe hypertension. Clearly, they probably have an
extremely high incidence of aortic dissection in China.
Respectfully, I still just do not understand this skewing of the
population, meaning that the patients that arrive at your center in
Beijing are so young. Is it because of economic reasons that the
older patients are not being transferred to your hospital or notThe Journal of Thoracic and Caundergoing surgery? Dr Sun told me in New York that the patients
come from 1000, 2000, 3000 km away. Obviously, a lot of natural
selection must be occurring just with a natural piece to the disease.
I wonder if an economic selection is also occurring, such that only
the younger middle class have the financial resources to reach your
center and undergo surgery. I just do not understand why you have
an average age that is 20 years younger than the European,
North American, and South American series of acute type A
dissection.
DrMa. I think hypertension is a disease related to the change in
lifestyles and environment associated with rapid economic
development and social alterations. Nowadays, many young
people in China smoke tobacco and drink, they are obese and
lack physical exercise, and many patients simply do not know
they have hypertension at all. Also, even if some people know
they have hypertension, their hypertension is not well controlled.
Of course, there are many patients with Marfan syndrome or other
connective tissue disorders as well. However, many of the elderly
in China fortunately did not go through these rapid changes in
lifestyle and environment that many young people have to
experience. Thus, there are fewer seniors over 60 who suffered
from hypertension, which also contributes to the predominance
of young patients. I should note that there was no economic factor
when we made treatment decisions for the older patients.
Dr Miller. In Japan, they also are very hypertensive, but their
age of dissection is older than even in Europe and North America.
I simply do not understand this skewed patient population; there
must be other factors involved.
But, my main point here today is I think we have to move
beyond the fact that ‘‘it can be done,’’ which Dr Sun and others
have demonstrated. We have to determinewhich patient with acute
type A dissection should undergo distal FET. Should it be just be
those with a connective tissue disorder, who probably are at higher
risk of late downstream aortic complications? Second, there is no
‘‘free lunch’’ here: we have to justify the increased risk (mainly
paraplegia and death) incurred when one does something at the
initial operation downstream in the descending aorta. In the large
German Registry for Acute Aortic Dissection Type A registry, if
the arch was replaced (with or without concomitant FET)
electively without a compelling reason to do so, a 10% increment
occurred in the operative mortality rate. So the main questions is
whom should it be done in, not just can it be done safely. Does
that make any sense to you?
Dr Ma. We have already initiated a study on those young
patients 3 years ago and are seeking to identify some genetic
causes in those younger patients. Also, we are striving to set up
aortic surgical training centers across China, so that patients will
not have to travel such a long distance to receive appropriate
surgical management. In addition, our colleagues in cardiology
and other specialties are trying hard to educate patients to have
adequate control of their blood pressure.
Regarding which patients should undergo distal FET, we
believe that those patients who are young, who are unlikely to
come back for subsequent intervention on downstream aorta,
and who are at continuing risk for distal aortic dilation and dissec-
tion (such as Marfan syndrome) may benefit most from the Sun
operation because of the specifics of the Chinese patient popula-
tion, their lifestyles, and risk factors.rdiovascular Surgery c Volume 148, Number 3 971
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DDr Miller. One last question. You have 550 patients with acute
and subacute type A dissection; your point that these cases were
not chronic dissections (many years after the initiating event) is
important. How many of all these cases did not undergo a Sun
procedure or distal FET?
Dr Ma. Because most of those patients were transferred from
remote or peripheral hospitals, those peripheral or local hospitals
might have kept the easier cases and referred those more
complicated cases to us. That is 1 point.
Another point is, before 2009, we tended to do simpler
operations, such as the hemiarch repair. Let me show you here
on this slide (slide 16).
In this group of patients, 148 patients with acute dissection
who underwent a Sun operation. The mortality after the Sun
operation was 4.7%. In a similar group of 66 patients with acute972 The Journal of Thoracic and Cardiovascular Surgtype A dissection who had a hemiarch repair, the mortality was
6.1%.
Dr Miller. What about today, does anybody not receive a Sun
procedure at your center?
Dr Ma. Yes. If a patient with type A dissection does not have
any of these 5 indications for the Sun procedure (listed on this slide
[slide 7]), this patient will receive a different operation.
Dr Miller. A simpler operation?
Okay.Howmanyof these patients did youhave in the sameperiod?
Dr Ma. As far as I can recall, the number was approximately
300. We looked it up in our database last year. There were about
300 such patients.
Dr Miller. So you do both, okay. Some day I will understand
why they are so young. Thank you.
Dr Ma. Thank you.ery c September 2014
